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Medication Administration Training Program for Unlicensed Assistive Personnel
Application for Re-Appraval of Training Program

Medication administration may be delegated only to those individuals who have successfully completed a training
program pursuant to ARSD 20:48:04.01:14, An application along with required documentation must be submitted to
the Board of Nursing for approval. Written notice of approval or denial of the application will be issued upon receipt
of all required documents. Send completed application and supporting documentation to the Spearfish BON address

or fax above,

Name of Institution: \ A ¥ DA X I ot LAl O Coutrt
Name of Primary Instructor: [/ Lee. 1 5
address:_ VO ) NovaWn Sansore
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1. Request re-approval using the following approved curriculum(s): {Eam program is expected to retain program
records using the Enrofled Student Log farm.
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2011 5D Community Mental Health Facilities (only approved for agencles certified through the Dapartment of Social Sesvices)
Gauwitz Textbook — Administering Medications: Pharmacology for Heaith Careers, Gauwitz (2009)

Mosby's Texbook for Medication Assistants, Sorrenting & Remmert (2009)

Nebraska Health Care Association (2010) (NHCA)

We Care Online

2. List faculty and licensure information: For pew RN faculty: 1) attach resume/work histary with evidence of minimum 2 years

clinfeal RN experience, and 2) attach a new Curriculurn Application Form rdentfﬁ«ng areas af taaching.
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3, _Complete evaluation of the curriculum { program: (Explain ‘No’ responses on & separate sheet of paper.)

Standard 7 Yes No
1. Each person enralled in your program had a high schoal diploma or the equivalent. /
2. Your program was no less than 16 classroom hours and 4 hours clinical/laboratory instruction for a total -
of 20 hours. [
3. Your program’s faculty to student ratio did not exceed 1:8 in the clinical / lab setting P
4. Your program’s faculty to student ratio did not exceed 1:1 In skill performance evaluation fcompetency
validation. e
5. _Each student’s performance was documented using the $D dinical skills checklist form.
6.__You maintaln records using the Enraljed Studedt Log(s) form. ]
. RN Facuity Signature: Date: jm
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